Postinflammatory pancreatic pseudocysts are one of the most common complications of acute pancreatitis. In most cases, pseudocysts self-absorb in the course of treatment of pancreatitis. In some patients, pancreatic pseudocysts are symptomatic and cause pain, problems with gastrointestinal transit, and other complications. In such cases, drainage or resection should be performed. Among the invasive methods, mini invasive procedures like endoscopic transmural drainage through the wall of the stomach or duodenum play an important role. For endoscopic transmural drainage, it is necessary that the cyst wall adheres to the stomach or duodenum, making a visible impression.
INTRODUCTION
Postinflammatory pancreatic pseudocyst is one of the most common complications of acute pancreatitis. In most cases, pseudocysts self-absorb in the course of treatment of pancreatitis. In some patients, pancreatic pseudocysts are symptomatic and may cause pain, problems with gastrointestinal transit, and other complications. In such cases, drainage or resection should be performed. Among the invasive methods, mini-invasive procedures, like endoscopic or EUS-guided transmural drainage through the wall of the stomach or duodenum, play an important role [1] [2] [3] [4] [5] .
We present a very rare case of infeasibility of endoscopic drainage of postinflammatory pancreatic pseudocyst impressing the stomach due to cyst wall calcifications.
Case history: A 55-year-old patient with a history of acute pancreatitis presented with epigastric pain for 1 year. He was admitted due to the presence of postinflammatory pseudocyst in the infeasibility of endoscopic transmural drainage due to pancreatic pseudocyst wall calcifications -case report body and tail of the pancreas. On admission, blood tests were normal, includeing CA 19-9 and CEA. An ultrasound examination revealed a pseudocyst (100 mm in diameter) in the tail of the pancreas, which was confirmed on CT (Fig. 1) . EUS revealed a cystic fluid collection (110 mm in diameter) between the stomach and the tail of the pancreas. Acoustic shadowing that was caused by cyst wall calcifications rendered the cyst unavailable to ultrasound assessment and percutaneous drainage. Gastroscopy revealed a stomach wall impression from the outside. After discussing the case in a multidisciplinary team, the patient was scheduled for endoscopic transmural drainage of the pseudocyst. After insufflation of the stomach, a large mass that was protruding from the wall was observed (Fig. 2) . By means of a cystotome needle knife, the stomach mucosa was punctured, and the pancreatic cyst wall was reached. Due to calcifications in the cyst wall, endoscopic drainage of the cyst was not feasible. Profuse submucosal bleeding at the puncture point was stopped by placing clips (Fig. 3) . The patient was scheduled for open surgery, and distal pancreatectomy with splenectomy was performed. The postoperative course was uneventful (Fig. 4, 5) . The histopathological examination confirmed the initial diagnosis of postinflammatory pancreatic pseudocyst.
DISCUSSION
Endoscopic transmural drainage is one of the methods of treating postinflammatory pancreatic pseudocysts, and the available data confirm its good efficacy and low recurrence rate [1, 2] . This routine procedure can be safely applied on an outpatient basis, which reduces waiting time and costs of treatment [3] . EUS-guided transmural drainage is even more effective [4, 5] . Without EUS, drainage is based on the endoscopic view. The Extensive postinflammatory pancreatic pseudocysts can cause pain and other complications, like gastrointestinal bleeding or infection of the cyst fluid [6] . Cyst wall calcifications can cause difficulties in treatment. Although cases of large calcified pancreatic cysts have been described in the literature, to our knowledge, no cases of cyst wall calcifications that precluded endoscopic treatment have been published [7] [8] [9] [10] .
Endoscopic retrograde cholangiopancreatography (ERCP) is also a valuable method of treating postinflammatory pancreatic pseudocysts by drainage through the papilla Vateri. In the presently described case, the operator performed an endoscopic cyst wall drainage, as it was potentially more effective than ERCP.
Because of its size and radiological characteristic, the cyst was suspected to be of a primary origin. In such cases, pancreatic resection should be performed. Nevertheless, after discussing the case with radiologists and endoscopists, and considering the current course of pancreatitis and previous ultrasound scans, the cyst was assessed as a pseudocyst. Due to that assessment, endoscopic transmural drainage was performed as a less invasive method. There was a risk that the cyst wall would not sink after drainage. If that had occurred, resection should have been performed. Notably, it was not taken into account that the cyst wall calcifications could be so hard as to preclude endoscopic treatment.
In conclusion, in the presently described case, surgical resection was the most effective method of treatment and it should be considered as initial treatment in such cases.
CONCLUSIONS:
Endoscopic transmural drainage is a highly effective procedure for treating postinflammatory pancreatic pseudocysts. In some patents, despite an evident impression of the pseudocyst on the stomach wall, that method is not feasible due to extensive calcifications in the pseudocyst wall. Large pseudocysts, especially with calcified walls, and cysts of a primary origin, should be scheduled for resection or ERCP drainage. 
